Brachial artery thrombosis due to haemodialysis arteriovenous fistula
Sir, Arterial dilatation proximal of dialysis vascular access is induced by large blood flows through the arteriovenous fistula (AVF). Aneurysmal clot formation and, subsequently, thrombosis can initiate distal embolism and ischaemia of the hand. We describe a patient with symptomatic hand ischaemia due to a thrombosed brachial artery and a previous vascular access in the same extremity.
A 49-year-old male presented with a painful swelling in the left upper arm and claudication of the hand. Medical history showed end-stage renal disease with renal replacement therapy by haemodialysis treatment. Vascular access was obtained through a radial-cephalic arteriovenous fistula (RC-AVF) at the left wrist for 4 years. After a successful renal transplant the AVF was ligated. At that time the brachial artery diameter was 14 mm and access blood flow was 2.2 l/min. Immunosuppressive medication was used to prevent rejection.
At time of admission the angiography showed a dilated brachial artery, with thrombus formation almost completely obstructing the lumen with prolongation into the proximal radial and ulnar artery ( Figure 1 ). The dilated and thrombosed brachial artery was decompressed by declotting and subsequently ligated. Revascularization by a reversed saphenous vein bypass from the axillary to the brachial artery was executed. Post-operatively, pulsations at the wrist reappeared and the hand perfusion recovered.
Arterial dilatation proximally to an AVF may increase over time and is correlated with high flow and shear stress. Flow triggers the release of relaxing substances from vascular endothelial cells, which have characteristics similar to the endothelium-derived relaxing factor released by acetylcholine [1] . Fragmentation of elastic tissue, atrophy of vascular smooth muscle cells, increased fibrosis, intimal thickening and calcifications have been reported in the arterial wall of aneurysms proximal to AVFs [2] . Also, thrombus formation in the aneurysmatic artery may cause vessel occlusion and/or emboli jeopardizing the distal perfusion [2, 3] .
Eugster et al. [3] reported that the dilatation is more a local rather than a systemic effect. Furthermore, arterial dilatation is known to develop earlier and more frequently in patients receiving steroids for autoimmune disease [4] .
We hypothesize that the arterial vessel wall has degenerated due to altered haemodynamics during the presence of the forearm RC-AVF. After surgical closure of the AVF the blood flow will return to normal values. This relatively low flow may result in stasis and clot formation in the aneurysmatic sac and, subsequently, thrombosis with distal perfusion impairment and peripheral ischaemia. Treatment by means of ligation of the aneurysm and creation of an arterial bypass have been shown effective in this case and other reports [5] .
In summary, late aneurysm formation, after surgical closure of a dialysis AVF, may occur. Although a high blood flow, shear stress and immunosuppressive therapy may play a major role in the aneurysm formation, the exact mechanism is not clear.
Sir, I encountered an interesting case of primary focal segmental glomerulosclerosis (FSGS) undergoing complete remission of nephrotic-range proteinuria in response to combination therapy with angiotensin-converting enzyme inhibitor (ACEI) and angiotensin-receptor blocker (ARB).
A 65-year-old Caucasian woman was referred for evaluation of new-onset nephrotic syndrome for over a period of >2 months since diagnosis. Her initial blood pressure was 160/90 mmHg and pulse rate was 86/min while physical examination was notable only for 3þ pedal oedema. Her past medical history was notable for essential hypertension, right breast carcinoma, status post-lumpectomy and osteoporosis. Her medications included alenodronate for 3 years, atenolol 50 mg daily, nifedipine XR 90 mg daily, clonidine 0.2 mg three times daily, furosemide 40 mg daily and irbesartan 150 mg daily. Laboratory results were as follows: blood urea nitrogen 30 mg/dl, serum creatinine 1.6 mg/dl, serum albumin 2.2 g/dl, total cholesterol 269 mg/dl, LDL cholesterol 138 mg/dl while the rest of the electrolyte values, liver function test and coagulation profile were normal. Hepatitis B surface antigen, hepatitis C antibody, antinuclear antigen, rheumatoid factor, cytoplasmic antinuclear cytoplasmic antibody, The arrowhead points at tapering of the brachial artery due to thrombus with a compete occlusion distally (B). Collaterals (arrows) preserve the perfusion to the radial and ulnar arteries.
